Dear Sir, Self-inflicted injuries of the hand for the purpose of secondary gain are common in the United States military population (Dichiera et al., 2016) . However, we have found no reports of self-inflicted injuries that mimic scaphoid fractures. We report a short case series to raise awareness of the common characteristics of spurious scaphoid fractures among soldiers. The features may be applicable to other populations when spurious medical symptoms or signs are used in an attempt to obtain personal gain.
The five soldiers were seen between March 2014 and February 2017, either in the emergency department (ED) of a tertiary care hospital or in the primary care setting of a military infirmary. All had been recruited to mandatory military service and were between 18 to 19 years of age at the time of presentation. None of them had been assigned to either combat duty or exposed to strenuous physical activity, suggesting a low motivation for army service. Their medical history shared common characteristics.
. Multiple encounters with medical care providers in both military and civilian medical settings. . Medical history of highly subjective symptoms that are difficult to corroborate (abdominal pain, headache, fainting, etc.). . Prospect of secondary gain (mostly sick days and possibly even discharge from military service). . Presentation to the emergency room more frequently towards the end of the weekend.
The chief complaint was pain and swelling in the wrist after a fall on an outstretched hand. Physical findings included slight to moderate swelling and pain in the snuffbox (Figure 1 ) and in most cases there was also snuffbox tenderness. Radiographs did not reveal any fracture. The injuries were suspected to be scaphoid fractures because of their clinical presentation.
The patients were judged to be malingering (intentionally producing fake physical signs for the purpose of secondary gain) by the treating physician based on clinical judgment and the lack of radiographic findings. Again, several common characteristics were noted.
. History of injury given vaguely and inconsistently. . Failure to localize the pain to the snuffbox swelling or scaphoid tuberosity, but rather presenting with exaggerated rigidity of the wrist. . Failure to report that there had been complaints of similar injuries in the past.
We believe that this type of presentation may be widespread, especially among military personnel. Instructions for reproducing symptoms (e.g. by using a potato or a spoon to bruise over a bone) are readily available online and in soldiers' chat rooms. The areas that are most likely to be injured are bones that are covered with a thin subcutaneous layer, such as the radial styloid, the lateral and medial malleolus and the medial femoral condyle (Thein et al., 2012) . In the case of spurious scaphoid fractures, pain and Figure 1 . A 19-year-old soldier with a suspected selfinflicted injury to the dorsoradial aspect of the wrist. There is diffuse swelling and redness over the anatomical snuffbox and the dorsum of the first web.
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Malingering will persist if the malingerer believes it will produce the desired rewards. The feigned symptomswill disappearonce therewards havebeenattained (Sadock et al., 2004) . The management of this type of presentation is controversial and additional problems are raised when it occurs in the military setting. Strategies range from tactfully but firmly confronting patients about their behaviour and its consequences to allow the patient to 'save face', as direct confrontation will likely result in the avoidance of contact with medical services. It is not our purpose to discuss treatment, but rather to draw attention to the presentation.
In our experience, management of a suspected spurious injury should always include a full workup consisting of past and current medical history and a physical examination. Radiographs are mandatory, especially during the first encounter with the patient for the given injury. The higher occurrence of true scaphoid fractures in the military population compared with the civilian population should also be borne in mind (Wolf et al., 2009 ). In total trapeziometacarpal joint arthroplasty, it has been advised that cementless metacarpal stems should have cortical contact to avoid postoperative subsidence (Apard and Saint-Cast, 2007) . However, due to relatively large size increments, this is not always possible. We hypothesized that press-fit impaction of the stem in well prepared cancellous bone provides adequate stability. We performed a retrospective single centre cohort study evaluating all consecutive patients that received a trapeziometacarpal prosthesis at our institution from December 2010 until January 2014. Seventy-six patients (87 prostheses) were included. In all patients, a Maïa CMC1 prosthesis (Groupe Lépine, Genay, France) was implanted. It has a titanium stem with anatomical shape and a hydroxyapatite coating to stimulate bone ongrowth. The intramedullary canal of the first metacarpal was prepared with incremental broaches to impact the cancellous bone. Broaches are available in four sizes. Cortical contact was not sought. Broaching was stopped when pressfit and rotational stability were achieved and the corresponding metacarpal stem was inserted. Loading activities were allowed from 6 weeks after surgery. We measured stem fit and stem subsidence on postero-anterior and lateral radiographs of the trapeziometacarpal joint taken immediately postoperatively and at 1 year after surgery. Stem fit was determined by measuring the distance between the stem and the inner cortex of the first metacarpal at its narrowest diameter, the isthmus. A value of 0 would mean complete filling of the isthmus. Stem subsidence in the intramedullary canal was determined by comparing stem position immediately after surgery and at 1 year postoperatively. If the ratio of stem length to the distance from the proximal side of the stem to the distal articular surface of the first metacarpal remained constant over time, there was no subsidence of the stem. An increasing value would suggest metacarpal stem subsidence. Linear mixed models were used to obtain the mean and 95% confidence intervals for (1) stem position immediately after the operation, (2) stem position 1 year postoperatively, and (3) the
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